Prior studies have shown that pulmonary artery systolic (PA) pressure can be measured by Doppler echo from a tricuspid regurgitant (TR) jet using the Bernoulli equation. Although this technique has been validated comparing echo with direct catheter measurements, its accuracy has not been evaluated in pts with severely dilated annulus. We sought to compare the accuracy of measures of PA pressures using echo &cath data in chronic thromboembolic pulmonary hypertension (CTEPH) pts with varying degrees of tricuspid annular diameter (TAD) dilatation. We reviewed echos of 54 CTEPH pts and measured PA pressure and TR regurgitant index (RL the pianimetared ratio of TR with relation to the dilated right atrial area). PA, RA pressures,& PVR were recorded from RHC within 48 hrs of echo. Fifty-three of 54 pts (98%) had PA pressures >50 mmHg. Echo measures of PA pressure correlated more closely with cath in pts that had TAD <5 cm (n=42, r=0.72) compared to pts with TAD >5 cm (n=12,r=0.42,p=ns). Age, PA, RA pressures,& PVR were not different between the 2 groups; however, pts with larger TAD tended to have more severe TR in light of similar PA pressures. Severe TR(RI>33%) was present in 21/42(50%) & 8/12(67%) pts in each group, respectively. CONCLUSIONS:In CTEPH pts, all of whom have markedly increased PA pressures, Doppler correlate less closely with catheter measurements of PA pressure than in prior reports. More importantly, PA pressures by Doppler correlate less closely with direct catheter measurements in CTEPH pts with severely dilated TAD than in those without severe enlargement. The mechanism for this finding may be that a "wide-open" conduit in setting of significantly dilated tricuspid annulus causes rapid equilibration and the distal velocity is NOT significantly higher than the velocity proximal to the valve.
Results: Blood flows in the descending aorta were non-uniform and varied across subjects and throughout the cardiac cycle. Significant retrograde flow was demonstrated atong the lesser curvature of the proximal descending aorta in all subjects, and was located within a discrete vortex in 3 subjects. Peak retrograde flow velocities ranged from 0.18-0.44 m/s. Retrograde flow was observed in both systole and diastole, persisting from 0.1-0.414 s during a single cardiac cycle.
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and left atrial dimension (maximum of 6 points). Preoperative New York Heart Association (NYHA) classification was 1=41, 11=92, II1=45 and IV=4 and preoperative MR points had wide distributions in each class. Patients were categorized into 2 groups according to MR points (group L: <=2.5 120 cases, group H: >=3.0 62 cases) irrespective of NYHA and long-term cardiovascular event (re-operation, CHF and cardiac emboli) free rate was analyzed by Cox regression model, Postoperative event-free rate of group H was significantly higher than that of group L (p=0.003) and adjusted risk ratio was 3.37 (95%CI 1. 49-7.566 ). On the contrary, preoperative NYHA classification didn't correlate significently with the event-free rate in this study(p=0.075). Postoperative echocardiography showed larger LVDs and lower FS in group H than those in group L MR point could also predict postoperative LV systolic function in none or mild symptomatic MR patients. ( Conclusion ) MR point is a simple scoring system to integrate the total status of patients of mitral regurgitation with or without subjective symptom. It may be useful to predict postoperative event and cardiac function, Surgical recommendation may be supported by these objective data.
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Computation Background: We studied a multithreshold 3D Doppler flow convergence (FCR) method in a dynamic mitral valve prolapse model to determine dynamic changes in EOA. Methode: Latex orifices (lengths = 0.8mm) made to mimic different types of mitral valve prolapse (one leaflet and bileaflet) were used in our study. An ATL HDI 5000 ultrasound system and an MPT-7 TEE probe were used for 3D acquisition. The 3D datasets containing digital scanline data with color Doppler velocities from the FCR were transferred to a Silicon Graphics computer. For all orifices, 9 pulsatile flows (15-55ml/beat) were studied. The 3D FC surface area was measured on parallel slices through the 3D data,set at selectable aliasing velocities (14-67.3cm/sec) chosen to maximize the regularity and minimize lateral drop out of the visualized 3D FC at 4 points in every cardiac cycle. All values of instantaneous FCR EOA during regurgitation (EOA = 3D flow rata/CW Doppler velocities) were compared to EOA determined using instantaneous flow rates from an ultrasonic flow meter and CW velocities. Results: FC EOA (range = 0.08-0.56cm 2) correlated well with reference EOA (r = 0.85, y = 1.07x + 0.03, mean difference = 0.03 ± 0.05cm 2) with a mean dynamic increase of 35% during each cycle. Conclusions: The digital 3D FC method can accurately predict flow rate and thus EOA in our dynamic in vitro mitral valve prolapse model, despite temporal variability of FC size and shape. 
Conclusion:
Retrograde aortic flow is demonstrable in normal human subjects. Such flows appear in the area most often sampled by pulsed-wave Doppler studies, and may result in overestimation of AI severity. 3D phase-contrast MRI is a powerful tool for assessing complex regional flow patterns in vivo, and may elucidate the effect of valvular and vascular pathology on aortic blood flow.
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Practical Background: Although transthoracic echocardiography (TTE) allows non-invasive and reliable assessment of the severity of valvular aortic stenosis (AS) in most patients (pts), retrograde catheterization of the aortic valve (AV) is often performed for determining the pressure gradient over the AV. However, the latter procedure is associated with a risk of cerebral embolism. We performed a prospective and randomized study to determine the incidence of cerebral embolism in pts with AS undergoing retrograde catheterization of the AV.
Methods: Between 1998 and 2000 consecutive pts with AS were included in the study.
All pts underwent TTE for determining the mean pressure gradient (pmeen) over the AV and aortic valvular area (AVA). The pts were randomized (2 : 1) to either receive coronary angiography plus retrograde catheterization of the AV(group 1) or to undergo only coronary angiogmphy without passage of the AV (group 2). To determine the presence of cerebral embolism all pts underwent cranial MRI including diffusion weighted imaging and neurological assessment before and within 48 hours after the procedure. As a con-
